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Fewer data are available on trends in caesarean section rates in sub-Saharan Africa, where concern centres on lack of access to necessary interventions.
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Participants, methods, and results
We analysed Demographic and Health Surveys performed at two different times in eight sub-Saharan African countries-Burkina Faso (1992 and 1999) , Cameroon (1991 and 1998) , Ghana (1993 and 1998) , Kenya (1993 and 1998) , Madagascar (1992 and 1997) , Niger (1992 and 1998) , Tanzania (1992 and 1996) , and Zambia (1992 and 1996) . 4 We calculated caesarean section rates for singleton live births that occurred during the three years before the interviews, weighted for the complex sample designs. We calculated urban and rural rates according to the residence of the mothers. We used a logistic regression of the pooled data from the eight countries to calculate the crude odds ratio of having a caesarean section during 1991-3 (reference group) and 1996-9. We calculated confidence intervals after taking the complex design into account. In a next step, we added mother's age ( < 20, 20-34, >35 years), parity (1, 2-4, >5), and residence (urban, rural) to the logistic regression. We also calculated the proportion of singleton live births delivered in health facilities and included place of delivery in the logistic regression.
The table shows that caesarean section rates were lower than 5% in all countries except Kenya, and that the rates were lower than 2% in Burkina Faso, Madagascar, Niger, and Zambia. Caesarean section rates decreased in five countries between 1991-3 and 1996-9. The proportion of singleton live births delivered in health facilities decreased between 1991-3 and 1996-9 in Burkina Faso (43.1% and 33.3%, respectively), Cameroon (60.9% and 54.0%), Kenya (42.5% and 42.3%), Madagascar (44.0% and 34.2%), Tanzania (52.4% and 46.6%), and Zambia (50.3% and 44.8%). It increased in Ghana (41.9% and 44.2%) and Niger (16.0% and 17.8%).
The overall odds ratio for the trend was 0.88 (95% confidence interval 0.77 to 1.00). After adjustment for age, parity, and urban or rural residence, the odds ratio was 0.89 (0.79 to 1.01). After including whether delivery was in a health facility in the logistic regression, we found the odds ratio increased to 0.94 (0.83 to 1.07).
Comment
Our results show that access to caesarean sections is not improving in sub-Saharan Africa and that it might be worsening. Including delivery in a health facility in the logistic regression rendered the odds ratio closer to 1, suggesting that the trend toward a decline of caesarean section rates is partly linked to a decline in access to health services. This shows the lack of progress of "Safe Motherhood" programmes in a region where maternal mortality is extremely high.
There is suggestive evidence that a caesarean section rate of 3.6% to 6.5% (median 5.4%) is needed to address obstetric complications in west Africa, and that a rate of 2% is a minimum.
3 5 Our results therefore point to an urgent need for better access to caesarean sections in sub-Saharan Africa. However, any support programmes should be carefully designed to avoid the risk of simultaneously increasing unnecessary caesarean sections and iatrogenic morbidity and mortality. Support should be part of a global effort toward appropriate use of caesarean sections, limiting its frequency where it is overused, and increasing its frequency where use is too low.
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